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Evaluation of a Fruit and Vegetable Distribution Program — 
Mississippi, 2004-05 School Year 


\lthough diets high in fruit and vegetables are associated with 
decreased risk for many chronic diseases (/), consumption of 
fruit and vegetables among children is below recommended levels 
(2). During the 2004-05 school year, the Mississippi Depart- 
ment of Education Child Nutrition Program initiated the Mis 
sissippi Fresh Fruit and Vegetable Pilot Program. The program 
was designed to 1) increase student access to fresh fruit and 
vegetables, 2) increase the degree of student preference for fruit 
and vegetables, and 3) increase fruit and vegetable consump- 
tion. The 25 schools selected to participate in the program dis- 
tributed fresh fruit and vegetables free of charge during the school 


day and provided nutrition education activities to promote and 


support consumption of fruit and vegetables. An evaluation of 


the program was conducted using a pretest in the fall (before 
the program was implemented by the schools) and a posttest in 
the spring (at the end of the school year). This report summa- 
rizes the findings of that evaluation, which indicated that the 
program might have 1) increased the variety of fruit and veg- 
etables ever tried by students from all three grades sampled (5th, 
8th, and 10th); 2) increased the degree of preference for fruit 
among 8th-grade and 10th-grade students; 3) promoted posi- 
tive attitudes toward eating fruit among 8th-grade students; 
+) increased consumption of fruit, but not vegetables, among 
8th-grade and 10th-grade students; and 5) decreased prefer- 
ence for fruit and vegetables, the belief that they could eat more 
vegetables, and willingness to try new fruit and vegetables among 
Sth-grade students. The results of this evaluation suggest that 
the distribution of fresh fruit at school free of charge to second 
ary school students might be an effective component of a com- 
prehensive approach for improving student dietary behaviors; 
however, distribution of fresh vegetables might be more effec- 
tive with changes in program implementation. 

Evaluation of the pilot program featured a one-group (no 


comparison) pretest-posttest design involving students in 


grades 5, 8, and 10 from five of the 25 schools* participating 
in the pilot program. The five evaluation schools were selected 
on the basis of grade levels served, geographic area, urbanicity, 
and racial composition but were not intended to be represen 
tative of students in the pilot program or of students in the 
entire state. 

Che evaluation of the pilot program consisted of a survey 
and a 24-hour dietary recall interview. The survey assessed 
changes in the following during the school year: 1) the variety 
of fruit and vegetables ever eaten by students, 2) their atti- 
tudes toward fruit and vegetables, 3) their willingness to try 
fruit and vegetables, 4) their degree of preference for and 
familiarity with fruit and vegetables, and 5) their intentions 
to eat fruit and vegetables. The survey was administered by 
trained data collectors during the school day to 725 students 
in grades 5, 5, and 10 in the five selected schools. The 
24-hour dietary recall interview was conducted to assess 
changes in student consumption of fruit and vegetables dur- 
ing the school year. Dietitians and trained nutrition interview- 
ers interviewed a random sample of 207 students in grades 8 


and 10 representing three of the five selected schools.’ They 
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collected information about student dietary intake for the pre- 
vious 24 hours by using an adaptation of the Child and Ado- 
lescent Trial for Cardiovascular Health (CATCH) intervention 
study's 24-Hour Dietary Recall Interview (3). All baseline data 
were collected in fall 2004, before the pilot program was ini- 
tiated, and follow-up data were collected in spring 2005, at 
the end of the school year. Follow -up response rates were 91% 
for the student survey and 92% for the dietary recall inter- 
views, yielding a final survey sample of 660 students and a 
final dietary recall interview sample of 191 students (Table 1). 
All parents provided consent, and all students agreed to 
participate. 

Dietary recall responses were analyzed for fruit and vegetable 
servings based on the U.S. Department of Agriculture (USDA) 
Pyramid Servings Database (Version 2) (4). Recall data also were 
analyzed for selected vitamins, minerals, and macronutrients with 
the Food Intake Analysis System (FIAS), which uses the 1994 
1996 and 1998 USDA (¢ ontinuing Survey of Food Intakes 
by Individuals (CSFII) nutrient database (5,6). Changes in stu 
dent survey data and dietary recall data between baseline and 
follow-up were compared using paired ¢ tests. 

lhe variety of fruit and vegetables ever eaten increased sig 
nificantly among students in all three grades (Table 2). How 
ever, only 8th-grade students had significant increases in 
positive attitudes toward eating fruit and vegetables (p<0.01) 
in their beliefs that they could eat more fruit (p<0.01), and in 
their willingness to try new fruit (p<0.01). The willingness of 
Sth-grade students new fruit and new vegetables 


declined significantly (p=0.01 and p=0.03, respectively), as 


| 

lid their belief that thev could e retables (p=0.0 

did their belief that they could eat more vegetables p=0.04). 
Changes in degree of student preference for fruit and veg 


1 


etables also varied by grade. Degree of preference for fruit 


increased significantly among 8th-grade and 10th-grade stu 
dents (p=0.01 and p<0.01, respectively) but decreased signifi- 
cantly among 5th-grade students (p=0.03). Degree of preference 


t 


rol vegetables decreased signifi 


icantly among Sth-grade and 
8th-grade students (p<0.01 and p=0.01, respectively) but 
remained unchanged among 1 0th-grade students. Intention to 
eat fruit increased significantly among 10th-grade students 
(p=0.01) but not among Sth-grade and 8th-grade students. 
Significant changes in intention to eat vegetables were not 
detected among students in any of the grades. 

Student consumption of fruit in school and overall increased 


significantly by 0.34 and 0.61 servings per day, respectively 


(p<0.01) (Table 3) among the 8th-grade and 10th-grade stu- 


dents who participated in dietary recall interviews. Student 
consumption of vegetables in school decreased significantly 
(p=0.05), but consumption of vegetables overall did not 


change. Intake of vitamin C increased overall, and intake of 
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TABLE 1. Baseline demographic characteristics of students (n = 660) in grades 5, 8, and 10 who participated in a survey on fruit 
and vegetables and students (n = 191) in grades 8 and 10 who participated in a 24-hour dietary recall interview — Mississippi Fresh 
Fruit and Vegetable Pilot Program, 2004—05 school year 





Sex Race 











Assessment/Grade(s) Female (%) Male (%) Black (%) White (%) Other (%) Mean age (yrs) 


3 35 7 12) 





TABLE 2. Pretest to posttest change in familiarity with, attitudes toward, preferences for, and intentions to eat fruit and veg- 
etables among students (n = 660), by grade and survey topic — Mississippi Fresh Fruit and Vegetable Pilot Program, 2004-05 


school year 





Pretest Posttest 
Sample mean mean 
Grade size score score Change“ p value’ 





vegetab es 


it and vegetables 
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TABLE 3. Pretest to posttest change in fruit, vegetables, and nutrients consumed in and consumed in and out of school among stu- 

dents (n = 191) in grades 8 and 10, by food and nutrient — Mississippi Fresh Fruit and Vegetable Pilot Program, 2004—05 school year 
Consumed in school 

Pretest Posttest 

mean mean Change” p value’ 








Consumed in and out of school 
Pretest Posttest 
mean mean Change p value 





Food/Nutrient 





NS 





Re ported by: 


Editorial Note 


References 








Vol. 55 / No. 35 MMWR 961 





tral venous catheters and received treatment during October 
2005—February 2006 at clinics known to have used the con 
taminated flush. This report describes the investigation of these 
cases, which determined that these were delayed onset cases 
of P fluorescens bloodstream infection from a past exposure to 


contaminated flush, and provides recommendations for 


2 j 7 
ongoing surveillance for delayed P fluorescens bloodstream 


infections among similarly exposed patients. 
In October 2005, the Michigan Department of Commu 
nity Health (MDCH) was notified by a hospital infection 
control practitioner of a case of P fluorescens bloodstream 
infection in a woman aged 51 years with breast cancer. She 
receiving chemotherapy through an implantable venous 


ype of indwelling central venous catheter) and was 
reated at the only Michigan clinic that had used th 
t manufactured by IV Flush. The patient's bloodstream 
} 
infection was identified 233 days after her last potential expo 


] 


sure to the contaminated flush. After consultation with CD¢ 





MDCH became aware of additional cases of delayed onset 


D 


| ] 
uorescens bloodstream infection at the only clinic in South 


Update: Delayed Onset lt 


ad used the implicated flush. \fter being Con 


Pseudomonas fluorescens tacted by MDCH, the South Dakota clinic and the South 
Bloodstream Infections After Dakota Department of Health provided case information. 


In this report, a case is defined as illness in a Michigan o1 


Exposure to Contaminated Heparin 
Flush 5 Michigan and South bloodstream infection diagnosed during February 4, 2005 
Dakota, 2005-2006 March 31, 2006, and 2) who had received treatment at a clinic 


) - rr | | | known to have used the contaminated flush before it was 
2005, ( reported a multista witht : 


y 
) 


South Dakota resident with 1) culture-contirmed P fluores 


recalled. MDCH requested the Michigan and South Dakota 
linics that had used the contaminated flush tO review 

microbiology records and report all cases of P fluorescens blood 
stream infection diagnosed after the product was recalled in 


2005. Medical records of all patients with a diagnosis 
1 1 

bloodstream infection were reviewed, with a 

mining last potential exposure to the contami 


. ; ) 
boratories recovered P fluoresce isolates 


blood S umples provided by the ( linic S and hospital emel 


= | | 
laboratories tested catheters that 
y from the patients and shipped to 
issistance from the health departments; in some 
— . a , 
f. fiuorescen bloodstream infection had alre idv Deen 
| itive blood culture, and in others, blood 
mosed after it positive DIOOK culture, and in others, blooc 


iltures were negative for patients who had known exposures 


) 
UUG, 





iJakota 


a1 ' 
pioodstream 
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to the contaminated flush and later had onset of bloodstream 
nfection symptoms. Catheter sections were prerinsed to 
move nonadherent cells and cultured for the presence of 
biofilms. CDC compared blood and catheter 

pulsed-field gel electrophoresis (PFGE) and 
ctron microscopy to confirm the presence of 
in and South Dakota 

inition, with diagnosis 


2006. 


Reported by 


M Wilkins, DVM, E Wells, MD, ] Rudrik, PhD, Michigan Dept of 
Community Health. M] Arduino, DrPH, ] Noble Wang PhD, B Jensen, 
MMSc, ] Carr, A nivasan, MD, Div of Healthcare Quality 
Promotion, Nation nte 7 Preparedness, Detection, and Control 
of Infectious Diseases (proposed); M Gershman, MD, EIS Officer, CD 
Editorial Note: This report describes the first known cases of 
substantially delayed bloodstream infections (i.e., 84—421 days) 
after exposure to a contaminated intravenous solution. PFGE 
analysis linking P fluorescens isolates from the current investi- 
gation both to one another and to those of the original inves- 
tigation (March 2005) confirmed that these were delayed onset 
cases from past exposure to the contaminated heparin flush. 
P. fluorescens is an aerobic, gram-negative bacterial rod that 
grows best at temperatures of approximately 77 F-86 I 


) 


i ; | 
rs 4 40 and grows poor! 


ly at the standard hospital 


microbiology incubation t mperature of approximately 


s ‘ a ao . 
97 F (36 ¢ identification of P fluorescens 


an be difficult on laboratory capabilities. The 


bacteria typical moist environments (including 


water, soil, and f 


nota frequent cause of human 


} 


infections. However, P fluorescens has been reported to cause 


Oct sional Case 


; sit 
associated septicemia in blood 
recipients, includin ital reactions (3), and catheter-related 


pbacteremMla 


| | 
rit ip + 
uted to the del 


ayed onset of 
bloodstream infection in the 


CSCC] colonized C. 
is confirmed by electron 
electron microscopy studies 
] ] 
ndwelling vascular catheters 
: ee 
ganisms embedded in a biofilm 
i of these microorganisms and a 
lar polymers, primarily polysac 
icroorganisms. 2 fluorescens in 
BR ee ; 
either colonized preexisting 
nitiated new biofilm formation; 
a a ee Te 
ed biofilm formation, which has 
nother bacterial species (6). 
not have entered patient blood- 
' 
to cause symptoms on initial 
; S Gack binktion 
lated flush, biofilm formation 
in patient port catheters. The 
rated in the biofilm, from which 
subsequent, uncontaminated flushes 
bloodstream, finally causing symptoms. 
who were no longer receiving chemo 
er flushes infrequently and consequently 
flush-related bloodstream infection 
1] 


still receiving chemotherapy ini 
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tially assumed bloodstream infection symptoms were chemo- 
therapy side effects because some symptoms are similar. Fi- 
nally, isolating P fluorescens from clinical specimens initially 
was difficult because of its growth requirements. 

Che data in this report are subject to at least four limita 
tions. First, cases might have been missed because of false 
negative blood cultures at focal laboratories. Second, 
information on South Dakota cases might be inaccurate o1 
incomplete because investigators in Michigan performed South 
Dakota chart reviews by proxy. Third, recall bias might have 
resulted in incomplete or inaccurate information from patients 
regarding symptoms (e.g., type, onset date, or timing of onset 
relative to flushes). Finally, the case-finding methods varied 
between the South Dakota and Michigan clinics. 

Che data in this report indicate that patients with implant 
able venous ports who receive heparin flushes contaminated 
with P fluorescens are at risk for bloodstream infection up to 
14 months after last receiving the contaminated flush. Subse 
quent episodic catheter flushing with uncontaminated flush 
might physically disrupt biofilms causing symptomatic, 
intermittent bacteremia. Health-care providers should con 

j 


duct ongoing surveillance and be aware of possible blood 


r catheters who have 


stream infection in patients with indwelling 
received contaminated injections, even several months afte1 
exposure. Catheter removal in such instances is strongly rec 
ommended, especially among immunocompromised patients, 
because antibiotic therapy alone might not eradicat 
P fluorescens from catheter biofilms. Providers should alert labo 


1 1 
ratories when bacterial species with atypical growth require 


ments are suspected clinically 


Acknowledgment 
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Measles Outbreak and Response — 
Fiji, February—May 2006 


In Septe mber 2005, the 37 countries and areas of the World 
Health Organization (WHO) Western Pacific Region (WPR) 
established a goal to eliminate measles in the region by 2012. 
\fter multiple outbreaks in 1996 and 1997, measles supple- 
mentary immunization activities (SIAs) in 1997 and 1998 
resulted in apparent interruption of measles transmission in 
WPR. Since then, importations have resulted in limited out 
breaks in French Polynesia and Guam, a large outbreak in the 
Marshall Islands in 2003, and an outbreak in Fiji during 
February—May 2006. This report describes the epidemiologic 
findings, public health response, and potential causes of the 
2006 outbreak that produced 132 measles cases in Fiji (2006 
estimated population: 832,432), the most populous country 


in the South Pacific. 


Background 

[o achieve and sustain measles elimination and prevent 
importation-associated outbreaks, the WPR office of WHO 
recommends that countries achieve and maintain vaccination 
coverage of 95% with 2 doses of measles vaccine in every 
district. The WPR office further recommends that countries 
ensure measles surveillance that 1) detects one or more sus 
pected measles cases per 100,000 population per year in 80% 
of districts, 2) tests serum samples trom >30" of persons with 
suspected measles, and 3) obtains a viral isolate from every 
chain of measles transmission 

Fijis | xpanded Program on Immunization introduced 
measles vaccine in 1982 as a single dose for children aged 
9 months. From 1982 to 1998, reported routine measles vac 
cination coverage increased from 20% to 80%. Measles SIAs 

ere conducted in 1998, targeting children aged 9 months 

and achieving an administrative vaccination covet 
of 85%, and in 2001, targeting children aged 
) years and achieving an administrative COVCI ge 

86 

In 2003, Fiji introduced a 2-dose schedule for measles 
rubella vaccine, with doses administered at ages 1 year and 
6 vears, the latter at school entry. An SIA with measles-rubella 
vaccine targeting children aged 6-11 years was conducted dur 
ing 2003-2004; administrative vaccination coverage was not 
reported. During 2001-2004, routine vaccination coverage 


" 1 a8) 
with 1 dose of measles-rubella vaccine averaged 83% annu 
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lly. Findings from a 2005 survey of children aged 12-23 


months indicated nationwide vaccination coverage of 80% 


th | dose or me isles rubella vaccine, although pockets of 


er coverage were identified. 

R ) , ] ] ’ . : le 1 ’ | 
Before 2006, the last laboratory contirmed measles outbreak 
\pril 1998, when 


> were reported, of which 86% were in chil- 


during September 1997 
Since late 1998, Fiji had been consid- 
solated clinical measles cases had been 


' es ' 
but not measles, had been confirmed 


(Jn Februa 2006, the Mini \ alth (MOH) in 


Outbreak 


onsets on 


| 


, | 
| divisional 


1amiutted to 


] 1 
ind pneumonia. The 


urport at Nadi in 


be j 
was confirmed 
I-measies Virus 


ational laboratory in Fiji 


WHO Measles Regional 


n Infectious [ Jiseases Re 


Outbreak Control Measures 


Enhanced surveillance. Reporting of acute fever and rash 


| sentinel surveillance 


uccid paraly sis surveil 


} 
Tl 


FIGURE. Number of reported measles cases and percentage 
of children* vaccinated during outbreak-response immunization 
campaign, by week of rash onset — Fiji, 2006 


No. of cases 


payeuisoeA abe}UusdIed 








* Aged 6 months to <6 years 


TABLE. Number, percentage, and incidence rate* of reported 

measles cases, by age group — Fiji, February 17—June 9, 2006 
% of 

No. of total Total 

Age group cases cases 





Incidence 
population rate 





6 mos 5 3 8,784 
=: 8,722 
69,475 
95,049 
101,499 
91,654 
73,323 
67,552 
66,618 
249,756 
832,432 16 
age group, during February 17—June 9, 2006 


>35 yrs 6 
Total 132 100.0 


* Per 100,000 populatior 





lance as part of the global poliomyelitis eradication initiative. 
Daily telephone calls were made to all sentinel hospitals for 
reports on new patients. Illnesses with rash and fever were 
confirmed as measles if they met the WHO measles clinical 
case definition.’ To encourage case reporting, the national 


coordinator of the Expanded Program on Immunization pro- 
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vided daily surveill: nN 
hospitals, selected heal 
Case management. 


nendations, based o1 


} 


Outbreak-response immunization (ORI). | 





90) in the Northern Division. No serious adverse events 
from vaccination were reported. 
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) 
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ing children aged 6 months to <6 years during the 
1s important because this group accounted for >60% 
s and was more vulnerable to severe measles outcomes. 
ijian MOH rapidly achieved high vaccination coverage 
sles vaccine. At the same time, a sharp decrease in 
among all age groups occurred. The eftective 

when the intervention occurs early 

8). In Fiji, the campaign began 

vas reported; 8 weeks later, the last 

| 


uitment by MOH 


and its 
is essential to 1 
S| ind 
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Public Health Notification Regarding 
Concern Over Recovered Human 
Tissues — United States, 2006 


On August 18, FDA issued to DRS an Order to Cease Manu- 
facturing and to Retain Human Cells, Tissues and Cellular 
and Tissue-Based Products.’ Since then, an ongoing FDA 
investigation has obtained additional information regarding 
manufacturing and blood-screening practices at DRS that has 
heightened concern for all recipients of tissue recovered by DRS. 
lhe four tissue banks that received and distributed tissue ini- 
tially recovered by DRS have conducted recalls: Alamo Tissue 
Services (San Antonio, Texas); Lost Mountain Tissue Bank 
(Kennesaw, Georgia); TissueNet of Orlando, Florida; and U.S. 
lissue and Cell (USTC) (Cincinnati, Ohio; Allosource [Cen- 
tennial, Colorado} acquired USTC in March 2006 and is per- 
forming all recall and physician notification activities for USTC). 
These four firms have voluntarily recalled all unused tissues 
remaining in inventory and continue to work with FDA to 
notify health-care facilities that received these tissues so that 
health-care providers can inform their patients who received trans 


slants and offer testing. 
. . , 1 1 
No 1dverse reactions rec late d to these tissue transplants have 
T 


reported to FDA. After recovery by DRS, the tissues 


| : | > ] 
went processing steps at other sites that are designed to 


reduce the risk for disease transmission. However, because the 


FDA and CDC strongly 


ial risk for infection is unknown 


recommend that health-care providers inform their patients 


2S that assessment of eli 


1 ; 1 
ved tissues recovere 


might not have been performed 


nd CDC recommend that 
| 


uth-care providers oft Access tO appropriate test 


for infecthous diseases 


vant communicable dis 


' ; a 
; for which a tissue donor is required to be tested are human 
nmunodeficiency land HI\ 2, hepatitis B virus, 


| 
} 


ilth-care facilities that 


Heal 
notify clinicians who 
ent notifications can be ini 
information regarding tissue transplants and 
testing recommendations is available at http://www. 
ncidod/dhqp/tissuetranspl: ntstaq. html 


, ' ae . ; 
tate and local health department officials who seek to 


rmine whether tissues recovered by DRS were distributed 


| ; 
it 


» facilities in their jurisdictions should contact the four tissue 
banks identified. Hea 


questions about the source Of their patients tissue transplants 


viders who have concerns ot 


should contact the health-care facilities where the procedures 


were performed. Tissue recipients who are concerned that they 


might have received tissue recovered by DRS should contact 


the health-care providers who performed theit implants 
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FDA’s Current Good Tissue Practice Rules, 


May 25, 2005, require manufacturers to prevent introduction, 


transmission, or spread of infectious diseases through human 
1 j 1 
cells, tissue, and cellular and tissue-based products. On August 
30. 2006 
« 


FDA announced formation 
Force toa 


of a Human Tissue Iask 
ssess the effectiveness of the implementation of th 


ICSC 


re ported findings tl 


] 
new tissue regulations, to re 


1] 
t ‘ ' + | ux ne + 
certain recovery 1Ot Tollowing fe 
requirements fo! tissue recovery, an evel in action plan 
ror proposed changes x 


] 
OVIdGeCTS 
1 | 
should | 


; 
aC 


the procedur 
ye reported to FDAs MedWat 
FIDA-1088 SO00-FIDA-01 


SOUU 


S$O0-893-0 
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Notice to Readers 


World Suicide Prevention Day 


effective 


Reducing the overall suicide rate of the population and the 


number of suicide attempts among adolescents are two of the 


2010 national health objectives (objectives 18-1 and 18-2, 
respectively) (3). Integrated prevention strategies that address 


ae ell } 
n LtIple relevant COpIcs \C.¢., subst ince-aDuse prey ention, fam 


| 
and peel SUPpoOTrt, and access CO health Services 


are lIKel\ 

more effective in reducing suicidal behavior than pro 
rams that focus on a single factor (4). Additional informa 
tion about suicide prevention is available from the National 


vention and Control at http://www.cdc 


( _ 


enter for Injury 


in information about World Suicide P 
: ; 
ention Way ww. med.ulo.no/tasp. 
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Erratum: Vol. 55, No. 34 


rror occurred in certain copies of t 
1, 2006. In the report, “Youth | Kpo 
rtising on Radio United States, June 
yr occurred in the second footnote to 
; 939 and 940 foot 


yroportion than 


proportion Of | 
is greater than the proportion of thos: 
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eral popul ition the local 











September 8, 2006 











QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Percentage of Adults* Who Engaged in Any Leisure-Time Strengthening 
Activity,‘ by Sex and Age Group — United States, 2005 


Percentage 


oa 
| 


| 





‘a _— 


EE 


18-24 25-44 45-64 65-74 >75 





Age group (yrs) 


“Aged >18 years 
Data are based on household interviews of a sample of the civilian 
noninstitutionalized population. Participants were asked: “How often do you do 
eisure-time physical activities specifically designed to strengthen your muscles 
ich as lifting weights or doing calisthenics? 


In 2005, approximately one fourth of all adults reported participating in any leisure-time strengthening activity, 
a component of overall physical fitness. Men were more likely than women to engage in leisure-time strengthening 
activities. The percentage of adults who engaged in these activities decreased with age, from 37% among 
persons aged 18-24 years to 10% among persons aged >75 years 


SOURCE: National Health Interview Survey, 2005. Available at http:/Awww.cdc.gov/nchs/nhis.htm 
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TABLE I. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 
week ending September 2, 2006 (35th Week)* 





5-year 
Current Cum weekly Total cases reported for previous years 


Disease week 2006 average’ 2005 2004 2003 2002 2001 States reporting cases during current week (No.) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending September 2, 2006, and September 3, 2005 


(35th Week)* 





Chlamydia’ 


Coccidioidomycosis Cryptosporidiosis 





Previous 
Current 52 weeks Cum 
Reporting area week Med Max 2006 


Cum 
2005 


Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks 
week Med Max 2006 2005 week Med Max 





United States 


New England 


49 1,643 5 625 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 2, 2006, and September 3, 2005 
(35th Week)* 





Haemophilus influenzae, invasive 
Giardiasis Gonorrhea All ages, ali serotypes 
Previous Previous Previous 
52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 


United States 








wo 
a 
(=) 
Mm 


10,039 12,002 3,183 6,484 14,136 213,330 219,77 14 38 142 1,374 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting years 2005 and 2006 are provisional 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 2, 2006, and September 3, 2005 


(35th Week)* 





Hepatitis (viral, acute), by type 
A B Legionellosis 
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TABLE ll. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 2, 2006, and September 3, 2005 
(35th Week)* 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting years 2005 and 2006 are provisional 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 2, 2006, and September 3, 2005 
(35th Week)* 





Meningococcal disease, invasive 





All serogroups Serogroup unknown Pertussis 








Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Cum Current _ 52 weeks Cum 
Reporting area week Med Max 2006 week Med Max 2006 2005 week Med Max 2006 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 2, 2006, and September 3, 2005 
(35th Week)* 





Rabies, animal Rocky Mountain spotted fever Salmonellosis 


Previous Previous Previous 

52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 2, 2006, and September 3, 2005 
(35th Week)* 





Shiga toxin-producing E. coli (STEC)' Shigellosis Streptococcal disease, invasive, group A 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 2, 2006, and September 3, 2005 
(35th Week)* 


Streptococcus pneumoniae, invasive disease 
Drug resistant, all ages Syphilis, primary and secondary Varicella (chickenpox) 
Previous Previous Previous 
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week Med Med Max week Med 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 2, 2006, and September 3, 2005 


(35th Week)* 





West Nile virus disease’ 
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TABLE Ill. Deaths in 122 U.S. cities, week ending September 2, 2006 (35th Week) 





All causes, by age (years) 


All causes, by age (years) 
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Reporting Area Ages 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals September 2, 2006, with historical data 
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Ratio (Log scale) 
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